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How was DAT for you? 


By Colin Drummond & Eilish Gilvarry 

O ver the past few months SCAN has 
become aware of a number of 
problems with the commissioning 
process from specialists in the 
addiction field in different parts of England. In 
fairness, we have also heard of some positive 
experiences as well. However, a recent 
workshop at the RCPsych residential meeting 
in Cambridge and a subsequent survey of 
SCAN members revealed a number of 
common issues across the country that are of 
concern to SCAN members. Of greatest 
concern is that some addiction psychiatrists 
are leaving the field due to the commissioning 
problems they are experiencing. 

The common problems identified are: 

• Services being commissioned or re¬ 
tendered without input from addiction 
psychiatrists, with general practitioners from 
outside the region often being the source of 
clinical advice 

• A lack of transparency in the commissioning 
process, in some cases with conflicts of 
interest 

• An environment of commissioners issuing 
orders and threats to addiction specialists, in 
which addiction specialists feel intimidated 
and bullied 


• Micromanagement of services by 
commissioners including cases where 
individual clinical care is being determined 
by commissioners rather than clinicians 

• Specialists in several areas have been unable 
to engage with NTA regional teams for 
advice or dialogue 

SCAN and RCPsych brought these issues to 
the attention of Paul Hayes, Chief Executive of 
the NTA, and we met with him, Annette Dale 
Perera, NTA Director of Quality, and Rosanna 
O’Connor, NTA Director of Regional 
Management, in June. The meeting was very 
constructive. It was agreed that there were 
misperceptions about the need for and role of 
addiction psychiatrists amongst some 
commissioners, that there was a need for 
greater input from specialists to the 
commissioning process and that dialogue 
between specialists and the NTA needed 
improvement. 

The following action points were agreed at the 
meeting: 

• There needs to be a greater dialogue 
between the NTA and regional specialist 
representatives to improve understanding 
on both sides. Guidance on this is being 
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SCAN MOVES HOME 

SCAN continues to be located with the 
NTA and has moved with them 
to the 8th Floor of Flercules 
House in Hercules Road, 

Lambeth North (see contact 
details on back page). 

Though the new office and 
surrounding area are lovely, 
the £2 curry at the Elephant 
& Castle will be sorely missed. 
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How was DAT for you? 


PRACTICE 


► jointly drawn up by SCAN, the NTA and 
RCPsych. 

• Guidance would be issued to local 
commissioners of addiction services on the 
importance of having access to a range of 
addiction services, including specialists in 
addiction psychiatry It was agreed that some 
commissioners interpret the needed range of 
services too narrowly as being just about 
finding any doctor who will prescribe opiates. 

• That SCAN, the NTA and RCPsych would find 
methods to improve impartial specialist advice 
to commissioners. The discussion on these 
methods will include our suggestion of 
developing a ‘panel’ of specialists in the 
regions who could be called upon for 
specialist clinical advice to commissioners and 
the NTA. 

• That there needed to be a balance of clinical 
advice from a broader spectrum of doctors 
and other professionals, to include addiction 
psychiatrists. 


We believe that the concerns of SCAN members 
have been heard and there is willingness within 
the NTA for this dialogue to continue and 
develop. SCAN and RCPsych will continue to 
negotiate with the NTA the details of these 
developments and how they will be achieved. 
An update will be provided at the SCAN annual 
conference in September. However, for these 
new developments to succeed, we need 
specialists to take the initiative and actively 
engage in this process both locally and 
nationally, which will be to everyone’s 
advantage. You might even find the experience 
is more pleasurable than it has been so far! 


"Of greatest 
concern is that 
some addiction 
psychiatrists are 
leaving the field 
due to the 
commissioning 
problems they are 
experiencing." 


Prof. Colin Drummond is SCAN lead and Dr 
Eilish Gilvarry is Chair of the Faculty of 
Addictions, Royal College of Psychiatrists. 



SCAN 

FELLOWSHIPS 

IN SERVICE INNOVATION 


Applications are accepted 
throughout the year. 
Those received before 
each closing date will be 
considered in that round. 


First closing date: 

1 September 2005 
(announcement 
12 October) 

Second closing date: 

1 February 2006 
(announcement 8 March) 


Application forms from www.scan.uk.net 


Treating stimulant users 

Dr Nicholas Seivewright, Consultant Psychiatrist, Dr Sam Anand, 
Specialist Registrar & Ms Sarah Crookes, Drug Team Leader, 
Substance Misuse Service, Sheffield Care NHS Trust 


A ll in our field should know 
that the evidence 
supporting 

pharmacological treatments in 
stimulant misuse is very weak. In 
cocaine misuse an extraordinary 
number of compounds have 
been tried, but successive 
reviews 1 conclude that there are 
no consistent positive findings 
from well conducted studies and 
advise us that the mainstay of 
management should be 
psychosocial treatment. 

At present, there is a flurry of 
interest in disulfiram, not simply 
because this might stop those 
who only take cocaine after 
drinking but because of a semi¬ 
specific dopaminergic effect 2 . 
Antidepressants acting on 
dopamine and serotonin can 
both be justified theoretically, 
although unless there is a 
definite additional depressive 
illness the value is limited, as it is 
with tranquillisers to aid 
withdrawal attempts. 
Dexamphetamine prescribing for 
some heavy injecting 
amphetamine users has its 
advocates 3 , but in terms of 
outcomes this is definitely "not a 
methadone" and many clinicians 
remain concerned by possible 
adverse effects. 

Users of the other main 
stimulant, "ecstasy", rarely 
present for help with coming off 
their drug, with psychiatrists 
more likely to see the various 
complications which can occur. 

In practice, two situations of 
behavioural management arise 
with stimulant misusers, one 
mainly involving doctors and the 
other the non-medical team 
members. 

Stimulant use in opioid 
substitution patients 

IMPORTANTLX we should make 
it clear to methadone and 
buprenorphine patients that their 
treatment from us is aimed at 
withdrawing them from all illicit 
drug use, not just the opiates. In 
our view, regular urine testing is 
required to see whether this 
occurs. 

It is well known across 
behaviour therapy in various 
conditions that tactics which may 
appear crude can actually be 
meaningful and effective, and the 
sort of bargaining we do which 
offers "clinic privileges" like less 
frequent attendance or take- 
home methadone in exchange 


for clean urines comes into this 
category (with the latter also 
relating to an obvious safety 
issue). Of course with local 
community dispensing, some 
patients do not see any 
particular advantage in take- 
home dosing, but many will gain 
some satisfaction from 
demonstrably abstaining from an 
additional drug which has been 
causing problems. 

It is often pointed out that 
some of the strongest evidence 
relates to the provision of direct 
material incentives such as retail 
vouchers, with this method 
being more widely used in the 
USA and seemingly less effective 
in opioid maintenance patients 
than in primary stimulant 
misusers 4 . Another part of the 
equation is that, overall, patients 
are less likely to use other drugs 
on higher rather than lower 
dose opioid medication. 

Primary stimulant misuse 

NURSE specialists and other 
drug workers manage this 
situation using established 
counselling methods which are 
clearly explained in several 
texts 5 . Aspects to cover in 
sessions include the keeping of 
drug diaries to recognise usage 
patterns and generally monitor 
progress, and enhancing coping 
strategies and ways of dealing 
with cravings. There should also 
be a focus on avoiding trigger 
situations, and distraction 
techniques to be used at risk 
times. 

Goals should be set which 
patients can actually achieve, 
with a consequent rise in self¬ 
esteem, and the gradual 
lengthening of intervals between 
drug usage can be seen as 
working at different levels from 
the psychological to the 
neurochemical. Wider lifestyle 
aspects are addressed, with 
necessary changes in social 
networks sometimes obvious. 

TECHNIQUES of motivational 
interviewing are integral to 
much drug counselling, and 
benefits have been shown 
specifically in stimulant misuse 6 . 
A large multi-centre study of 
psychosocial treatments for 
cocaine dependence in the USA 
found that individual and group 
therapy from addiction 
counsellors was generally 
preferable to seemingly more 
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sophisticated psychotherapy 
techniques 7 , and although there 
are transatlantic differences in 
treatment, the findings fit with 
the often-stated view of policy 
makers that stimulant users 
respond best to workers very 
familiar with their type of 
problem. 

Some projects offer 
complementary therapies such 
as ear acupuncture, relaxation or 
reflexology, which may be 
helpful for some individuals. 
Overall, however, if the rigour 
we are obliged to observe when 
considering pharmacological 
treatments is applied to this area 
we cannot say that the currently 
available complementary 
therapies are backed up by 
sufficient evidence. 


REFERENCES 

1 de Lima, M.S., de Oliveira 
Soares, B.G., Reisser, A.A.P. & 
Farrell, M. (2002) 

Pharmacological treatment of 
cocaine dependence: a 
systematic review. Addiction, 97, 
931-949. 

2 Carroll, K.M., Fenton, L.R., Ball, 
S.A. et al (2004) Efficacy of 
disulfiram and cognitive 
behaviour therapy in cocaine 
dependent out-patients: a 
randomized placebo-controlled 
trial. Archives of General 
Psychiatry, 61,264-272. 

3 Grabowski, J., Shearer, J., 
Merrill, J. et al (2004) Agonist-like, 
replacement pharmacotherapy 
for stimulant abuse and 
dependence. Addictive 
Behaviours, 29, 1439-1464. 

4 Roozen, H., Boulogne, J., 
Tulder, M., van den Brink, W., de 
Jong, C.A. and Kerkhof, A.J. 
(2004) A systematic review of the 
effectiveness of the community 
reinforcement approach in 
alcohol, cocaine and opioid 
addiction. Drug and Alcohol 
Dependence, 74, 1-13. 

5 Jarvis, T.J., Tebbutt, J., Mattick, 
R.P & Shand, F. (2005) Treatment 
Approaches for Alcohol and Drug 
Dependence. John Wiley & Sons 
Ltd. 

6 Rohsenow, D.J., Monti, P.M., 
Martin, R.A. et al (2004) 
Motivational enhancement and 
coping skills training for cocaine 
abusers: effects on substance 
use outcomes. Addiction, 99, 
862-874. 

7 Crits-Christoph, R, Siqueland, 

L., Blaine, J. et al (1999) 
Psychosocial treatments for 
cocaine dependence. Archives of 
General Psychiatry, 56,493-502. 


Helping sick doctors 

Everybody knows that some doctors drink too much (and misuse drugs) but little is done about 
it. Depending on your point of view, it is either a conspiracy of silence or a running joke. What 
is clear though, is that there are no winners: patients are put at risk, colleagues get frustrated; 
and doctors and their families suffer the effects of addiction problems. 


T he BMA (1998) identified a 1 in 15 lifetime 
risk of alcohol/drug dependence for 
doctors. The General Medical Council 
(2001) identified 199 (out of 201) doctors under 
supervision were there because of alcohol, drug 
and mental health problems. Alone, the BMA 
Counselling Service receives about 150 calls a 
month with stress, anxiety and depression as the 
main issues, but noted a reduction in calls about 
alcohol/drug problems, probably reflecting 
increasing reluctance to seek help. 

Doctors, especially consultants and general 
practitioners, face multiple demands, a mismatch 
between responsibility and authority, a loss of 
control over their working environment, work 
commitments haemorrhaging into private life, 
and increasing complaints from patients and 
relatives. 

Despite all these factors, doctors enjoy seeing 
patients and teaching about medicine. 

The General Medical Council Fitness to 
Practise procedures now involve more frequent 
review, longer supervision, greater restrictions on 
practice and more panel hearings. 

Key obstacles to professional "rehabilitation" 
include the relative absence of return to work 
schemes, difficulties in arranging assessment of 
clinical practice, often excessive caution is shown 
by NHS trusts in helping addicted doctors, and 
the relative absence of strategic approaches to the 
issue by the deaneries. Newer developments 
include the emerging role of the National Clinical 
Assessment Service (NCAS), which will take a 
systematic approach to concerns over doctors’ 
performance, although the impact of the health 
of doctors remains primarily the remit of the 
General Medical Council. 

The General Medical Council itself is 
addressing the sometimes artificial separation of 
Fitness to Practise issues into health, conduct and 
performance dimensions by developing a unified 
approach. There are questions as to how health 
issues will be addressed, especially when there is 
disagreement over the "primary problem". 

Annual appraisal asks a token question about 
health (unless the health problem has been 
identified previously). 

Doctors still get suspended too often and for 
too long. Perhaps appraisal and revalidation 
processes will allow early recognition of problems 
which, combined with the advisory and 
assessment functions of NCAS, might help to 
tackle the negative blame culture that still exists. 

There is addiction-specific help available to 
UK doctors (listed below). Examples of good 
practice include "Physicians’ Special Programs" in 
the USA and Canada, and the "Integral Care 
Program for Sick Physicians” in Spain. Professor 
Jenny Firth-Cozens has made clear 
recommendations involving primary prevention 
through training and carer counselling, availability 
of psychotherapy and the rapid availability of 
alcohol and drug treatment. Recent publicity in 
the media has helped to identify specific limiting 


factors in dealing with doctors’ addiction 
problems. Primary Care Trusts have vastly different 
approaches to issues such as offering doctors 
appointments out of area and supporting funding 
for detoxification and rehabilitation. The shortage 
of addiction psychiatrists (currently approximately 
15% vacancy factor for consultants) limits the 
ability to treat and supervise addicted doctors. 

Consultant job planning gives scant 
recognition to this work. Another major factor is 
the "Shipman effect" with increasing suspicion, 
critical spotlight and stigma discouraging doctors 
from seeking help early on in their problem. 
Medical educational practice (undergraduate and 
postgraduate) needs to address the issue. There 
should be increased awareness and attempts to 
reduce stigma amongst health care students. St 
George’s, University of London, has, for the last ten 
years, run an extensive programme for medical 
students on their own "Behaviour & Health", 
involving modular teaching throughout the 
curriculum, with small group discussion and 
integration of the learning objectives within 
examinations. 

These sessions examine the pattern of 
substance misuse by health care students and 
professionals, as well as recognition and factors 
affecting help-seeking. Help available to students 
and doctors is discussed and suggestions are made 
to promote a healthy work-life balance to deal with 
the stresses of clinical practice. 

Calls for random drug and alcohol testing at 
work should be resisted as these are a blunt 
instrument. It is particularly bad practice if 
essential, structured help is not funded and is 
unavailable. There are still special reasons why 
doctors need treatment outside their local services. 
Drug and alcohol misuse is the main issue facing 
the health and fitness to practise of doctors now. 

Dr Ken Checinski 

Senior Lecturer in Addictive Behaviour at St 
George’s, University of London, and Consultant 
Psychiatrist with Surrey & Borders Partnership 
NHS Trust and East Elmbridge & Mid Surrey PCT 
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SOME SOURCES OF HELP FOR ADDICTED 
DOCTORS 

British Doctors and Dentists Group Helpline: 

020 7487 4445 

CHITS (Clinicians’ Health, Intervention, Treatment and 

Support): 01335 342144 

Medical Council on Alcohol: 020 7487 4445 

Sick Doctors’ Trust: 01252 345163 
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PRISON HEALTHCARE 


Drug misusers and mental health in the prison 
system: the developing strategy in England & Wales 


Dr Mary Piper, Senior Public Health Advisor on Prison Health at the Department of Health, describes a new initiative to meet the addiction and 
mental health needs of the prison population. 


C oncern about the quality of health 
services available to prisoners 
increased during the early and mid- 
1990s. In 1999, a Working Group of officials 
from the Prison Service and the NHS 
Executive, established by the Home 
Secretary and the Secretary of State for 
Health, made this recommendation: 
"Healthcare in prisons should promote the 
health of prisoners; identify prisoners with 
health problems; assess their needs and 
deliver treatment or refer to other specialist 
services as appropriate. It should also 
continue any care started in the community 
contributing to a seamless service and 
facilitating throughcare on release." 

A study by the Office of National 
Statistics (ONS, 1997) showed that 19% of 
males on remand had 4 of 5 main categories 
of mental disorder (psychosis; neurosis; 
personality disorder; alcohol dependency; 
drug dependency) and that the prevalence 


reach services into prison; these are similar 
to Community Mental Health Teams. In 
2003/04 the investment was £10 million and 
is set to double to £20 million a year by 
2003/06. Currently 94 prisons are now in 
receipt of funding to develop this service. 
The NHS Plan gave a commitment to have 
300 extra staff providing mental health 
services to prisoners by the end of 2004 - 
this target has been reached. It also gave a 
commitment that access should be provided 
to more comprehensive mental health 
services in prison and that the 3,000 or so 
prisoners, at any time, who have severe and 
enduring mental illness, should not leave 
prison without a care plan and an identified 
community care co-ordinator. 

The development of prison mental 
health services is taking place alongside the 
wider plan to move the commissioning of all 
healthcare services in public sector prisons 
to local Primary Care Trusts by 2006. The 


NIMHE have been working for some time 
on the development and evaluation of a new 
suicide prevention strategy, a care-planning 
system for at-risk prisoners: ACCT - 
Assessment, Care in Custody and Teamwork. 
ACCT is designed for all prisons - public and 
contracted - and will progressively operate 
across the entire prison estate. As the study 
of the 172 prison suicides in 1999-2000 by 
the National Confidential Inquiry into 
Suicides and Homicides by People with 
Mental Illness (Shaw et al, 2003) revealed a 
correlation between drug dependence and 
suicide in the first week of prison custody, 
this work is of vital importance to substance 
misusers. 

The work bridges the crucial 
interrelationship between suicide 
prevention and mental healthcare provision. 
It links with reception health screening, 
mental health awareness training, immediate 
management of substance misusers on 


...a correlation between drug dependence and suicide in the first week of prison custody 


of functional psychosis amongst male 
remand prisoners was at least seven times 
that of the general population. On average 
at least 40% of offenders arrive in prison 
dependent on drugs; among female 
prisoners this ratio is 6 in 10. Thus, the 
development of mental health services to 
meet the needs of this population 
represents a considerable challenge. 

The publication of the DH Prison Mental 
Health Strategy, Changing the Outlook , in 
December 2001, provided the framework 
for a more focused approach to the 
development of Prison Mental Health 
services. Substantial NHS investment has 
been committed between 2003 and 2006 to 
the development of NHS mental health in¬ 


majority of prisons will have their health 
services commissioned by their PCT from 
April of this year. 

Since 2004, prison mental health is now 
one of the major work streams of the 
National Institute of Mental Health for 
England (NIMHE), with the intention that 
prison mental health development work will 
be mainstreamed through established NHS 
systems. NIMHE has a clear focus on service 
development and implementation of The 
NHS Plan and the Department of Health’s 
Suicide Prevention Strategy. Prisoners are 
one of the strategy’s high-risk groups. All 
NIMHE Regional Development Centres now 
have a prison mental health lead. 

Prison Service, Prison Health and 


reception into prison, mental health in¬ 
reach services, prison staff and regimes. 

The planned implementation of this 
throughout the prison estate will be taking 
place in close partnership with regional 
NIMHE. Prison Health and the Prison 
Service are also addressing this risk factor by 
the formulation of new clinical guidance for 
the management of substance misuse with 
greater access to longer-term substitute 
prescribing programmes. 

A systematic review, Mental Health 
Services and Prisoners: A Review , 
commissioned from the Department from 
the School of Health and Related Research 
(University of Sheffield) is now available on 
the prison health website. Relevant primary 
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and secondary research was reviewed, 
including the grey literature, work related to 
the mental health problems of prisoners was 
appraised and led to the development of: 
prison primary care services; NHS 
community mental health services in- 
reaching into prisons; the clients referred 
and the services provided. As a result of this 
review, the NHS Forensic Mental health R&D 
strategy has prioritised further areas for 
prison mental health research. 

Offender Mental Health Care Pathway , 
another development of the literature 
review, was recently published by Prison 
Health and NIMHE (available on the 
Department of Health website). It provides 
detailed guidance as to best practice in 
terms of clinical services, and 
commissioning, for people with mental 
health problems in contact with the criminal 
justice system. Looking from the point of 
arrest, through prison, to the point of 
release with appropriate mental health 
follow-up, this document addresses the ‘end 
to end’ management of mental health 
problems in people in the criminal justice 
system and includes those with co-existent 
substance misuse problems (dual diagnosis). 

The National Offender Management 
Service is a recent development. Prison 
Health is now part of the Health 
Partnerships, NOMS. One of the aims of 
Health Partnerships will be to endeavour to 
improve access of offenders to health 
services, including mental health services, 
the Drug Interventions Programme and 
other social support throughout the 
continuum of the Criminal Justice System 
and to ensure 
continuity with 
community 
services, 
including 
community 
mental health 
and drug and 
alcohol 
services. 

Dr Mary Piper 
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Is the addiction psychiatrist 
an endangered species? 

Prof. Dean O’Saurus 

FOLLOWING extensive observational and anthropological studies, 
researchers have concluded that addiction psychiatrists are an 
endangered species. The characteristics observed include: 

• Less frequent sightings 

• Habitat area reduced 

• Increased numbers and/or strength of predators 

• Increasingly only found in rarefied areas or within protected 
environments like zoos or national sites of scientific interest 

• Other species emerging which are better adapted to the current 
environment and appear to require fewer resources to thrive 

• No mates left to allow for healthy reproduction 

• Stress evident in species leading to lowering of general resilience and 
less able to protect other species which are dependent on them for 
protection 

Commentators have questioned whether it is feasible, or even 
necessary to save the species. How much of a gap in the food chain 
will be left? How much of a disruption to the natural order will this 
potential extinction pose? Who misses the dodo anyway? However, 
other specialist watchers have warned of instability and irreparable 
damage caused if the species dies out, taking with it its specialised 
systemic function. 

Able to communicate long distance, the species is now corralling, 
with alpha members seeking to battle out the imposed risk. Predators 
may find this a hardier group than first thought. 


Scanisfaction guaranteed? 


And the most 
popular 
element ot the 
website was... 


SCAN members are very positive regarding all aspects of SCANbites and 
the SCAN website. This was the overall finding of this spring’s survey of 
specialists. Many of you will remember receiving the short satisfaction 
survey that asked for your comments on how we are doing. Although we 
try not to bombard SCAN members with endless surveys, we felt it was 
time to evaluate the SCAN team’s efforts. 

When SCAN first came on the radar, approximately a year ago, we 
hoped that our initial reconnaissance and field trips were accurate in 
determining your needs and subsequently the delivery of the SCAN 
products. We sent out the questionnaires to all the members of SCAN in 
England and received over a third of them back (36%) - thanks to all 
those specialists who participated. 

The format of SCANbites received particular praise from the 
membership with 94% rating it as "very good". The same was also true 
for the elements of content with all items receiving positive approval 
from over three-quarters of the specialists. The most popular elements 
of SCANbites were interviews and features. We hope that this issue and 
those that follow will continue to meet or exceed this benchmark. 

The website didn’t miss out on the praise - 77% of those responding 
stated they had already registered on the web. 80% were satisfied with 
the format of the website and over three-quarters were satisfied with the 
overall content. The discussion forum, which seems to have gathered 
momentum over the year, was the most popular element of the website. 

We do need to keep listening to your views so please keep letting us 
know how we might do things differently. Could we suggest you 
elaborate as much as possible on how we adapt or change things as 
sending back a blank form stating, "SCANbites - goes in the bin!" doesn’t 
allow us to use all the analytical skills at our disposal. Many others did 
make useful comments - the engagement of child and adolescent 
psychiatrists with an interest in addiction was one area promoted as 
needing development and this is currently being explored further. 

Obviously, SCAN is your network and here for you - we are 
conscious that the ‘products’ also need to include less tangible 
developments, which as one member states is beginning to happen: "/ 
find SCAN most useful as a central point for seeking out colleagues with 
related interests and potential solutions for common problems' '. SCAN 
will continue to develop its role in some of these less tangible products. 


SCANbites | AUTUMN 200 5 5 













S P RS 


Representing the specialist 
registrars: how the role has 
developed 


IT is indeed wonderful news for the SpR group to have such 
a competent and energetic new Chair in Jeffrey Fehler, 
someone I know well and who has been a colleague for 
several years within the CNWL Trust. I am confident he will 
lead on big changes ahead which will further raise our 
profile within the addiction world and open new 
opportunities for SpRs. 

I have been asked by the editors of SCAN bites, as 
outgoing Chair, to give a background history of the recent 
elections. The 2005 SpR Chair election, beginning with 
candidate presentations in Bath in June, followed by voting 
until 8th July, was the first one of its kind and was highly 
successful, mainly because of SCAN's involvement and their 
sophisticated IT facilities which allowed us the privacy of 
voting online. We will aim to continue this transparent and 
simple procedure in the 2006 elections. 

Prior to June 05 things in the SpR addiction world were, 
shall we say, a little more casual as Ed Day and myself as 
his successor will confirm. 

For a start, no SpR Chair existed and the SpR 
representative role in the College was by invitation. If you 
made a lot of noise and showed you were keen and 
prepared to wait your turn you could hope, as I ended up 
doing, to sit on the Faculty's Executive Committee and rub 
shoulders with the ‘great and good’ in the field. 

Ed's presence on the Exec committee for the two years 
he represented the specialist registrars raised our profile 
amongst our consultant colleagues because of his major 
involvement in all areas of the committee's work and his 
success at whatever activity he took on. 

When he became consultant the Exec members gave 
me the opportunity to take over as SpR rep on the 
committee. I did this for a period of two years and 
enthusiastically volunteered for just about anything on offer 
until a few of its members took pity and advised me to calm 
down. 

While I was in post, it was decided that the specialist 
registrars needed a chair to represent them. The group's 
activities, which included the successful annual conference, 
by then had expanded and justified this new role. As the 
SpR rep I was asked to take on the role of SpR Chair until 
the end of my post in June 05 when the elections took 
place. I was delighted to do this and enjoyed it greatly. 

I am sure Jeffrey will fulfil everyone's expectations and 
prove to be a great asset to the 
specialist registrars. 

Dr Henrietta Bowden-Jones, 

SpR Chair 2005/06, now 
Consultant Psychiatrist in 
Addictions, Central North West 
London NHS Trust 



Survivors of the Bath Walking Tour record their achievements for posterity 



A view on the 2005 conference 
for SpRs in Addiction and 
Newly-appointed Consultants 

Dr William Flannery, SpR, National Alcohol Unit, South London 
and Maudsley Trust. 


N othing succeeds like 
success, and how 
true this is for the 
4th Annual 

Conference for SpRs in 
Addiction and Newly 
Appointed Consultants. Last 
year’s conference in 
Cambridge was excellent, but 
this year’s in Bath was even 
better! The numbers alone 
speak for themselves. Out of 
90 SpRs in Addiction, 44 
attended - the highest so far. 
The only disappointment 
being that Dr Sue Galea was 
unable to be there due to 
illness. She is the SCAN SpR 
link and put a tremendous 
effort into this year’s 
conference. Thanks also to 
Amy and Meredith of SCAN 
who were in top form 
ensuring everything ran 
smoothly. 

The theme of the conference 
was: getting that consultant 
job and then making the 
most out of it. The speakers 
approached the topic with 
enthusiasm and aptness. I am 
reluctant to single out 
speakers, but it was good to 
see Dr Ed Day speaking, as 
he was involved in starting 
the first SpRs in Addiction 
conference. A big thanks is 
also due to Dr Jonathan 
Chick for the great effort 
made to attend and speak 
despite recovering from 
dental surgery. 

For those of you who want 


more detail on the talks, 
SCAN has put the slides on 
their website. 

The morning of the first day 
offered: 

• A challenge to tackle the 
insidious impact alcohol is 
having on our society 

• Keep it clear and simple 
for successful research, 
whatever options you pick 

• For those of us 
contemplating jobs beyond 
the NHS, there are 
positions in academia, 
private practice, non- 
statutory organisations, 
medicolegal work and 
many more 

The afternoon moved on to: 

• The management 
requirements of a 
consultant, such as 
budgeting and staff 
support 

• Drs Day and 
Dhandayudham ran a 
workshop on how to shine 
at that consultant interview 
with tips on useful books 
and websites. I particularly 
enjoyed the chance to 
explore the many possible 
interview questions. 

The second day opened with 
getting the job you want and 
making it work. Advice was 
given about job appraisal, 
such as keeping a dedicated 
boxfile. Later, Dr Chick 
enthralled us with the 
complex effects of alcohol 
and asked us to take up the 
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A word from the SpR Network Chair 

Dr Jeffrey Fehler, SpR in addictions, North West Hertfordshire Community Drug 
and Alcohol Team, and incoming Chair of the SpR Network 


baton of primary prevention. 

The delegate packs 
contained useful guidance 
on the SCAN Travelling 
Fellowship Scheme. This 
fund allows us the 
opportunity to get 
experience not readily 
available locally. Further 
details are on the SCAN 
website. 

A central part of the 
conference was the SpR 
network business meeting. It 
was agreed that access to the 
SpR forum on the SCAN 
website will now be limited 
to SpRs only. Dr Henrietta 
Bowden-Jones, the outgoing 
SpR chair, gave an excellent 
overview of her hard work 
during the year and invited 
the nominees to present. All 
I can say is that it is a tough 
choice, even if I was one of 
the choices! One task for the 
incoming Chair will be to 
keep up the enthusiasm and 
plan for next year’s 
conference. 

For those of us not 
introduced to the mysteries 
of Rosicrucianism on the 
walk around Bath, I’m sure 
that next year’s venue in the 
North of England will prove 
as interesting. Hopefully we 
can all meet up again then, if 
not sooner. 


William Flannery 
w.flannery@iop. kcl. ac. uk 





I AM pleased to have been given the 
opportunity to take over from Henrietta 
Bowden-Jones as SpR Representative 
on the Royal College of Psychiatrists' 
Faculty of Addictions Executive 
Committee and Chair of the SpR 
network. Firstly, I should probably tell 
you a little bit about myself. I am 
currently the SpR representative for the 
St Mary’s and Charing Cross Higher 
Training Scheme in Psychiatry, a large scheme of at least 70 
trainees scattered across approximately 15 sites in central, north 
and west London and Hertfordshire. I am currently completing a 
placement in addictions in Hertfordshire. 


Some of you might not be familiar with the SpR Addictions 
Group. This group was formed almost five years ago with the 
aim of providing SpRs with a forum to communicate with one 
another. The group has managed to consolidate itself by 
arranging an annual conference for SpRs, which has a particular 
focus on issues affecting both SpRs and new consultants. This 
conference has always been well attended and, in addition to its 
educational value, provides a good opportunity for socialising 
and networking with colleagues. 


Over the past year, the SpR group and SCAN have forged a 
successful partnership. SCAN has assisted us greatly with 
administrative support and by managing to secure DH funding 
for the conference. 


A particular challenge with the SpR group in the past has been 
to involve SpRs early on so that they have enough opportunity to 
contribute to the group before moving on to consultant jobs. In 
addition to this, the group has traditionally been drawn from 
SpRs in particular parts of the country. SCAN’s sophisticated 
communication network and their persistent efforts to keep all 
the SpRs in Addiction ‘covered’ will undoubtedly help us with the 
communication aspect, which is key to the continued progress 
of the group. 

I have set a number of goals for myself over the next year. My 
primary aim is to ensure that the SpR network remains cohesive 
and well co-ordinated. I want to ensure that we continue to 
exchange ideas amongst ourselves and that our views are 
represented on the Faculty Executive. 

Ensuring that next year’s conference for SpRs and new 
consultants remains the highlight of the SpR calendar is also 
high up on my priority list. I will shortly be forming a conference 
working group and would encourage SpRs to contribute to this. 


I am also keen to find out more about and help resolve any 
particular concerns that SpRs may have regarding their training 
in addiction. Sitting on the faculty executive provides me with an 
opportunity to address these concerns. I would welcome 
discussions about what is such an important issue for SpRs and 
indeed for the faculty. 

SpRs are encouraged to contact me on jeffrey.fehler@nhs.net & 
post topics on the SpR Discussion Forum on the SCAN website. 


A particular 
challenge has 
been to involve 
SpRs early in their 
addiction training. 
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TREATMENT EFFECTIVENESS: THE GEN 



NTA Treatment Effectiveness Launch 

30th June 2003, Mermaid Conference, Mermaid Conference Centre, Blackfriars, London 


Dr John Crichton, Consultant Psychiatrist, Hampshire Partnership NHS Trust, was there 
and lived to recount the tale of Fear & Loathing in Blackfriars. 


N early 730 delegates attended 
the day-long conference 
organised by the NTA to 
launch their treatment 
effectiveness strategy subtitled 
‘Improving the Client’s Journey’. The 
programme offered a variety of speakers, 
including two politicians, and the whole 
conference kicked off with Paul Hayes, 
NTA chief executive, and Annette Dale- 
Perera, NTA Director of Quality, 
delivering the ‘why’ and the ‘what’ of the 
treatment effectiveness strategy 

Paul Hayes started with a brief 
acknowledgement of the achievement of 
drug services nationally, but then added 
that the quality of drug treatment in 
England is extremely variable, giving as 
evidence the fact that in 2003/4 just over 
half of service users discharged by 
services had been retained in treatment 
for more than twelve weeks, with 
retention beyond this time associated 
with better outcomes. There is a wide 
variation between the ‘best’ and the 
‘worst’ services in relation to retention in 
treatment. The NTA have managed to 
have retention built into mainstream 
health performance management 
systems including PCT local delivery 
plans and also the star rating in Mental 
Health Trusts. Year on year 
improvements in retention would be 
expected almost immediately. 

After retention the next strand is the care 
plan which should be of good quality 
and frequently reviewed. There is to be 
an increased involvement of users in 
developing their own care plans (again 


NTA research would suggest that 
engagement with this process is not 
great). Progress on this will be mainly by 
clients reporting that they have a care 
plan and are involved in the process, 
with 95% of users expected to report this 
level of involvement by March 2008. 

A further area for improvement will be 
clear-cut exit plans for those in treatment 
where services should seek to maximise 
opportunities for them to receive 
housing, education and employment if 
possible. This will involve further 
integration of drugs services working 
with local authorities in these areas. 


Mr Hayes acknowledged some problems 
in the system, particularly around 
commissioning which he felt was 
"nowhere near good enough". 
Consideration would have to be given as 
to whether the workforce was "fit for 
purpose", and changes made if this was 
felt not to be the case. He urged 
practitioners to share more with the 
service users who are to be at the heart 
of the treatment plan, adding that 
practitioners would "need to relinquish 
control". Practitioners should be open to 
learning from better-performing services 
and challenge each other and 
management about practices. 

Thereafter, Annette Dale-Perera fleshed 
out how the strategy was to be taken 
forward. Providers are to refocus on the 


‘client journey’, with improved treatment 
delivery and improved treatment 
completion or maintenance - all to be 
underpinned by improved community 
reintegration. Improved engagement 
would be helped by services addressing 
all drugs being used by the service user - 
significantly cannabis and alcohol use. It 
was unclear whether she honestly 
believed this wasn’t actually happening 
already and of course there was no 
mention of new funding. Perhaps more 
worryingly was the assertion that anxiety 
and depression should be treated by 
drugs services whilst improving 
partnerships with Mental Health Services 
for other mental health problems. As Dr 
Eilish Gilvarry commented later in the 
day there was no suggestion about who 
would actually do this and where the 
funding would come from. There was to 
be help for service users to rebuild 
family relationships and non-drug using 
support and thereafter help to rebuild 
their lives through better housing, 
education and employment. Predictably 
the strategy would be driven by targets: 
as of March 2006 there is to be a 
maximum 3 week wait for anyone 
coming into treatment, with faster access 
for priority groups such as pregnant 
women and criminal justice clients with 
local DAT ‘investigations’ of those waiting 
longer than 6 weeks. All those accessing 
treatment are to be retained at least 
twelve weeks. 

The rest of the conference consisted of a 
variety of presentations and invited 
critiques. Generally most people 
accepted that the strategy was 
reasonable although clearly some 
elements of it were highly aspirational. 
Some wondered why there was no 
reference to dual diagnosis or prisons in 
the strategy and some voiced concern 
for when the ring-fenced funding runs 
out in 2008. 


In summary it appears to be a good 
strategy, generally accepted with a few 
caveats, but as ever the devil is in the 
detail. Eilish Gilvarry warned that care 
would have to be taken about measuring 
‘retention’ and certainly my services have 
already run foul of the NDTMS over this 
issue; they can only measure retention 
rates at the point of discharge, therefore 
if you retain clients in treatment as you 
are meant to and do not discharge, 
you’re measured as having no retention. 
There’s a Catch22 to mull over! 

Oh well, at least at the end of his 
summing up Paul Hayes added that he 
didn’t care if services didn’t hit targets as 
they weren’t an end in themselves - they 
were simply there to drive change. Must 
try that one out on the local DAATs! 


IT DOESN’T MATTER IF TARGETS ARE MISSED AS THEY’RE NOT AN END IN THEMSELVES. 
THEY’RE SIMPLY THERE TO DRIVE CHANGE. COMMENT FROM THE SUMMING UP. 
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Reviewing substance misuse services: the process 

Diane French, NTA Standards and Inspection Manager, reports on a new NTA/Healthcare Commission initiative. 


T he National Treatment 
Agency for Substance 
Misuse (NTA) and the 
Healthcare Commission have 
agreed to work jointly in 
establishing a review process 
for substance misuse services. 

The work programme falls 
within the Healthcare 
Commission remit to 
undertake improvement 
reviews based on the 
Department of Health’s 
Standards for Better Health, 
published in July 2004. The 
NTA will work with the 
Healthcare Commission over 
a period of at least three years 
to review substance misuse 
treatment systems and 
services. Each year a different 
aspect of the treatment 
system will be selected for 
review, covering both 
modalities of treatment, and 
system wide issues such as 
care planning. 


Developing a review 
involves defining a framework 
to assess performance in the 
selected area. The agreed 
model is to focus reviews on 
particular topics or themes. 
Wherever the standards or 
criteria emphasise an interface 
with commissioning, the 
relevant element of 
commissioning will also be 
reviewed. 

The themes of the reviews 
to be rolled out in 2005/06 are: 
community prescribing 
services and, care planning 
and coordination. 

There are two parts to an 
improvement review. In the 
first part assessments are 
reached of the performance of 
all organisations taking part in 
the review. In the second part, 
work is carried out with a 
minority of organisations (circa 
10%) who have the weakest 
assessments and who need 


help to develop an action plan 
to improve their performance. 

The NTA set up a short¬ 
term reference network to 
support the first year of the 
joint work programme with the 
Healthcare Commission. This 
network had approximately 70 
members from all the relevant 
professional and membership 
bodies, other regulatory 
bodies, NHS providers, 
voluntary sector providers, 
service users and carers, and 
commissioners. Members of 
the network were selected, via 
an application process, 
according to geographical 
spread, role, membership of 
local networks (for 
dissemination and feedback), 
and relevant previous 
experience. 

The assessments are 
focused on a small number of 
key outcome and quality 
measures that matter most to 


service users, the public, and 
on the key features of services 
that providers need to do, or 
have in place, to achieve good 
outcomes and quality for 
service users and the public. 
Assessments are information- 
based. 

While on-site collection of 
data is not ruled out, the 
assessments do not include a 
set-piece visit by a team of 
inspectors. The second part of 
a review does involve on-site 
work to facilitate the 
development of an action plan 
by the healthcare organisation 
or system (DAT). 

An example of developing 
the framework for community 
prescribing services is shown 
on the chart. 

Data are collected to 
populate the assessment 
framework including from 
NDTMS, national clinical audit, 
national user survey, NHS staff 
survey, and the census. An 
overall score and scores for 
each criterion are derived by 
the application of pre¬ 
determined rules. 

Overall scores will feed in 
to the new annual ratings for 
PCTs and mental health trusts. 

The assessment 
framework is currently 
being signed off and 
should be published in 
August. Briefing events will 
take place in 

September/October to enable 
DATs and services to prepare 
for collecting a limited amount 
of bespoke local data; for 
example the content of service 
level agreements, and the 
experience and training of 
staff. 

Each DAT is sent a report 
that gives them their scores 
and the detail behind the 
scores. There is an 
opportunity for each 
healthcare organisation to 
consider and discuss its initial 
assessment before it is ► 


Community prescribing services assessment framework 


OUTCOME LEVEL 


CRITERIA LEVEL 


QUESTION LEVEL 



Outcomes 

• Drug & alcohol use 

• Physical health 

• Psychological health 

• Social functioning 

• Criminal involvement 
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REGULAR UPDATES 


RESEARCH REPORT 


► confirmed and a final report 
is issued and published. 

For most organisations 
the review finishes at this 
stage. Where this is the 
case, organisations are 
encouraged to draw up 
action plans to improve 
their performance. 

For a minority (circa 
10%) of organisations that 
have the weakest 
assessments discussions are 
held to see what plans they 
have for improving their 
performance. Where they 
need help to develop their 
plans, agreement is reached 
to move to the Plan 
Improvement stage. Where 
organisations appear to have 
compelling action plans in 
place, further work can be 
deferred. 

In the plan improvement 
stage, the Healthcare 
Commission facilitates the 
DAT to create its action plan 
to address performance 
problems identified in the 
assessment. This involves 
helping the healthcare 
organisations understand the 
problem and its root causes, 
and to encourage them to 
take ownership, with relevant 
stakeholders, of the solutions 
to the problem. It does not 
involve extensive new data 
collection and analysis by 
the Healthcare Commission. 

At the end of this stage 
the DAT publishes its action 
plan. 



Diane French 
NTA Standards and 
Inspection Manager 


Healthcare 

Commission 


remh 
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NTA Clinical Team update 

By Dr Emily Finch, Clinical Team Lead and Consultant Psychiatrist in Addiction, 
South London and Maudsley NHS Trust 


wia 

National Treatment Agency 
for Substance Misuse 


The clinical team are continuing to beaver 
away trying to bridge the gap between 
policy and the clinical world. As ever, we 
have been answering questions from a 
variety of folk out there on a whole range of 
clinical topics. In the last couple of months, 
many of the queries have been about the 
heroin shortage, which is a very serious 
issue in some areas of the country. It is still 
not entirely resolved, although it does seem 
to be improving. All of the emails we get 
provide useful feedback, even (especially!) 
the ones which are very critical of the NTA. 

At the end of June, the NTA launched its 
treatment effectiveness strategy. The 
strategy will be the focus of the NTA’s work 
until the end of 2008. The clinical team, in 
consultation with other parts of the 
organisation, are producing a toolkit to 
assist services in improving the consistency 
and quality of their care planning. 
Consultation drafts should be out in the next 
month. 

As part of the development work for the 


treatment effectiveness strategy, Nat Wright 
(Clinical Team GP) and I went, with others 
from the NTA, to Fort Worth, USA, to visit 
the Institute for Behavioural Research at 
Texas Christian University The Institute is 
headed by Professor Dwayne Simpson who 
carried out the DATOS and DARP studies. 
We spent 4 days immersed in tools his team 
have developed to improve organisational 
functioning and treatment engagement. 
These are going to be piloted in the North 
West as one part of a programme to 
improve treatment effectiveness. I also 
purchased a wonderful pair of cowboy 
boots! 

The document on roles and responsibilities 
of doctors (addiction psychiatrists and GPs) 
will be published in the next few weeks by 
the Royal College of Psychiatrists. The NTA 
will also produce a briefing summarising the 
document which will be focused at 
commissioners and other non-doctors. 
Hopefully it will result in a better 
understanding from commissioners of how 
doctors are supposed to work in the 


addiction field and what skills they can 
be expected to have. 

Other work has involved looking at 
shared care and what good models of 
practice there are out there. That work 
should be published soon. Our 
pharmacist, Marion Walker, has 
produced service specifications for 
needle exchange and supervised 
dispensing in community pharmacies. 
The document also explains the new 
pharmacy contract and how it can be 
used to improve services for substance 
users. 

There are some recent briefings on the 
website, including The Effectiveness of 
Psychological Therapies on Drug 
Misusing Clients and Treatment 
Outcomes - What We Know and What 
We Need to Know, which will be 
available in hard copy in the next few 
weeks. A briefing on the treatment of 
cannabis misuse is being prepared 
currently. 


Royal College of Psychiatrists update 

By Dr Eilish Gilvarry, Chair of the Faculty of Addictions, Royal College of Psychiatrists, 
and Consultant Psychiatrist, Newcastle, North Tyneside and Northumberland NHS Trust. 



Royal College 
of Psyrhiatrists 


Hi to all. Though the summer season has 
not quite passed, the College remains quite 
busy at present. The main issues affecting 
the Faculty at the College are the Mental 
Health Bill, PMETB, devolution, scoping 
groups and NICE guidelines. The Mental 
Health Bill for England continues to exercise 
much debate, particularly with the ongoing 
working group on the Code of Practice. 

Many of you will be aware of the response 
from the Department of Health which has 
accepted the exclusion of alcohol and 
drugs. However, we will continue to work 
with the working group. Dr Jed Boardman 
(General Psychiatry) and Dr John O’Grady 
(Forensic Psychiatry) are members of this 
group although they act on their own behalf 
rather than representing the College. 

With the establishment of Divisions and their 
Executives, it has been resolved that the 
Faculty will have a representative on each of 
these Executives. 

Keron Fletcher will coordinate ideas on 
selection/election processes. Meanwhile, we 


have organised regional representatives to 
act as liaison officers with the new Divisions 
and have written to the Chairs of Divisions to 
agree and commence this process. 

A further issue is the active involvement of 
Wales, Northern Ireland, Ireland and 
Scotland, both with the Faculties and within 
the College as a whole. While I agree there 
are important differences in the various 
jurisdictions, much of training, CPD, scoping 
groups, etc. will have importance across all 
areas. I would welcome thoughts on their 
active involvement. 

There are a number of scoping groups 
within the college of interest to us: physical 
health and the role of the psychiatrist, and 
the role of the expert witness. In light of the 
Meadows case at the GMC, this group is 
now particularly pertinent and will report at 
the end of this year. 

This is likely to have implications for the 
consultant contract, the preparation of 
reports, the giving of evidence, and 
competencies attached to this process. 


Further reports are on prison psychiatry; the 
College has also been consulted on the 
guidelines for treatment within the prison 
system. 

One of the significant changes about to 
affect us is the change in medical training 
and the commencement of PMETB, with 
changes in training commencing August 05 
and higher level training affected from 2007. 

Faculty members need to be aware of the 
radical changes to the structure and the 
processes for specialist training, which will 
be competency-based with workplace- 
based assessments and important 
requirements for trainers. Regular updates 
are on the website. 

Finally, NICE are about to commence 2 
guidelines and 2 technology appraisals, and 
the Faculty is involved in the early 
consultation process. 



Internet and drugs; overview of the 
EU-funded Psychonaut 2002 project 


Authors: Dr Fabrizio Schifano, 
Consultant Psychiatrist, and Dr Paolo 
Deluca, Senior Research Fellow, 

St George's, University of London. 

A lthough it has been estimated 
that at least a few hundred 
websites are already dedicated to 
both prescription and recreational 
drugs on the web, little information is 
available with respect to the "drug-and- 
Internet" phenomenon 1 . 

The European Monitoring Centre 
for Drugs and Drug Addiction has 
implemented an "early warning 
system" which relies on what is actually 
seized on the streets. However, the 
system does not take into account 
suggestions and trends coming from 
"virtual" markets, which might well 
boost consumption of specific 
compounds. To the best of our 
knowledge, no multilingual, 
systematic, focused-on-drug-related- 
issues mapping of the web is yet 
available. 

With the aim of getting a 
preliminary overview of the problem 
and to address this gap in knowledge, 
the 2-year, European Commission- 
funded, Psychonaut 2002 project 
(www.psychonaut2002.org) was given 
the following tasks: a) developing a 
reliable methodology to search for and 
assess information on psychoactive 
compounds online; b) fostering 
collection and analysis of data from 
web pages easily accessible by the 
average user related to information on 
consumption, manufacture, synthesis, 
sales and acquisition of licit/illicit 
psychoactive substances; and c) 
identifying emerging trends that can be 
addressed for prevention and 
immediate intervention. 

To address these issues, a number 
of pilot studies were initially run in 
using several search engines between 
those available and two were chosen 
for their importance, reliability and 
popularity: Google™ and AltaVista™. 

To overcome the problem of the ever 
changing and expanding nature of 
Internet and search engines, on the 
week starting on June 23rd 2003 each 
of the 11 research partners carried out 


a ‘snapshot’ of the available websites 
with contents related to the different 
classes of psychoactive drugs, 
including misused compounds, 
identified with selected key word (s). 
Each of the participating centres were 
given the ‘core’ task of assessing the 
online information available in English 
related to a specific group of 
compounds and was required to 
investigate in its own language all of 
the remaining other groups of 
compounds as well. As a result, 
assessment of the information available 
was carried out in 8 languages. 

Although in most instances over 
100,000 web page URLs (addresses) 
may be reported as a result of a query, 
both Google™ and AltaVista™, in 
common with other engines, are 
designed for displaying only up to the 
first 1,000 pages searched 2 . To carry 
out the present exercise, a purposeful 
website sampling technique was 
designed. A sample in excess of 100 
websites identified by Google™ and 
AltaVista™ with each of the chosen 
keywords was fully assessed. 

The snapshot produced a total of 
almost 3,000 websites, of which about 
3,000 were in English. Survey data of 
sampled websites included website 
position towards drugs’ use and 
possibility of purchasing psychoactive 
drugs. To the best of our knowledge, 
the Psychonaut 2002 project provided 
the only overview being both 
systematic and multilingual of online 
available information on psychoactive 
compounds. In performing the search, 
we were able to identify a number of 
websites offering both prescription 3 
and controlled drugs for sale, and it 
seemed that web monitoring with 
respect to drug-related issues could 
provide the practising clinician with 
some valuable information on new 
drugs and new trends in terms of 
patterns of use. 

Furthermore, during the search we 
elicited information on a few 
compounds 4 and on some 
idiosyncratic combinations not 
commented on in Medline. As a 
consequence, this information is not 
routinely accessible by health ► 
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WHAT SERVICE USERS WANT 


NHS NEWSPEAK 


Psychonaut 2002 

► professionals through learned material. 
One of the most interesting trends in the 
"drug-and-Internet" scenario seemed to be 
given by the dissemination of information 
on combination of agents used to achieve 
a specific type of mind alteration. The 
potential of this information sharing 
should not be overlooked, because of the 
immediate and universal accessibility of 
online data by anybody, including 
potentially vulnerable children and 
adolescents. 

One of the major values of this study is 
that information available online was 
assessed in 8 languages. Taken together, 
five of these languages (English, Spanish, 
Italian, German, French) are used by 
about 80% of those who access Google. 

One of the major limitations of the 
project was given by the use of a fixed set 
of key words during the ‘snapshot’. Use of 
trained softwares (e.g. metacrawlers) and 
assessment of newsgroups/chatrooms/ 
bulletin boards could possibly have 
improved the coverage of this study. On 
the other hand, we aimed at carrying out 
an analysis of that information which is 
immediately available to the average user. 

Internet drugs’ vendors transcend 
different countries’ laws, making it difficult 
to take action against those engaging in 
illegal practices. The emergence of the 
Internet as an unregulated source of 
controlled substances is an important 
development that may have significant 
public health implications. The results 
from the Psychonaut 2002 project seem to 
have provided a unique opportunity to 
identifying emergent patterns in Internet- 
related drug issues as they occur. 
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What a service user is looking for from specialists 


Service user John Morrill describes his situation. If you have any comments on his views you cancontact him on jkmorrill@yahoo.com 


The road to recovery is not an easy 
one. I would liken it to walking along 
the middle lane of a busy motorway in 
the wrong direction. My own addiction 
is alcohol and following a failed 
attempt to kick it the year before, my 
main recovery began in February ’02. 

I have remained dry from that date, 
returning to full independent living in 
May ’03. Since becoming 
independent, I have undertaken 
various voluntary positions and am 
currently an active member of the 
Addictions Directorate within my 
Mental Health Trust, something which 
I hope will lead on to a paid position 
within the addictions field. Though 
this piece is based on my own 
experience, I will say that I have not 
come across any service user, or 
specialist, who thinks differently. 

On the recovery road, there are of 
course very different stages to pass 
through: First getting help; detox; 
rehab; and finally returning to life. 
Whilst these stages are clear to me 
now, at the time I was going through 
the treatment system they were 
anything but clear. One of my 
bugbears, experienced at every stage 
of treatment, was the lack of clear and 
easy-to-understand information 
relevant to each stage of recovery. 

Firstly, getting help should perhaps be 
the easiest stage. However, there are 
still doctors’ surgeries that do not 
know the correct referral process. 

Now, accepting that the client at this 
stage is probably not in a fit state to 
function, it may well be down to their 
partner, relatives or friends to find out 
where to get help. They could look at 
their Local Authority website. I reckon 
I have a pretty good bet on that whilst 
information may be there, you need a 
degree in computer science to find it, 
and any level of information on 
alcohol will not be there because 
‘drugs’ is the current buzzword. If you 


do a general web search on 
drug/alcohol addiction, well don’t even 
go there! 

Once in the system I found the staff in 
the Community Alcohol Team 
committed and well-intentioned but 
they often used unhelpful ‘verbal 
shorthand’. Coupled with the absence 
of take-away information on what to 
do and what to expect from treatment, 

I was left guessing. For example, and I 
do remember this oh so well, on my 
first appointment with the CAT 
psychologist I was told that on no 
account should I stop drinking until 
detox. No background information was 
given and it was totally the opposite 
from what I expected to hear. After all 
you don’t go to your doctor with 
obesity and expect to be told to carry 
on eating twenty four jam donuts a 
day. I was also told that I must not 
attend appointments intoxicated. 
Mmm... that was kind of OK if I had a 
morning appointment but on one 
occasion I had a mid-afternoon 
appointment and, given that last 
instruction, I assumed I couldn’t drink 
until afterwards. I arrived at the clinic 
in such a bad way they said I was 
unsafe to travel on public transport 
and paid for a taxi to take me home!! 

Having got past this, then there is the 
waiting list and oh, by the way, what is 
detox? I had no idea that in the course 
of my own detoxes (both emergency) 
that I would "lose my mind" for a 
period of time and neither did a friend 
whom I consider saved my life, nor my 
family. I do agree that graphic detail of 
detox would be unwise but at no stage 
did I, or those close to me, have any 
understanding of the process beyond 
very basic information. 

I find it interesting in a cynical sort of 
way that if you look at the NTA site or 
the Alcohol Concern site there is no 
clear reference to detox. 


Then there is residential rehab or a 
day program and again...a waiting list. 

I was given a list of rehabs with 
contact numbers to call. Fine, but I 
had no real idea what a rehab was, no 
understanding of the process other 
than it would last for 6 months, no 
idea of the different regimes rehabs 
use, and no idea of what questions to 
ask when visiting them. Why is it not 
possible to give more detail on these 
matters during therapy sessions and 
provide ‘take-away’ information??? 

Now that I am ‘sane’ again, the more I 
look at the issues surrounding 
addiction treatment as a service user, 
the more I realise I could write a book 
about it. In this piece I have covered 
only one of the many things I would 
like to see happen. I believe it is easy 
to produce clear, concise, 
understandable information on detox 
and rehabilitation . However, I have 
been told that "due to budgetary 
constraints...." but I have only one 
answer to that, which would not be 
editorially acceptable. 

So here is a challenge for you. Why 
not start the information ball rolling by 
producing this in your own office? Get 
a member of staff to write clear 
concise notes on initial treatments, 
without using a medical term - or if 
you use them, explain them. ‘Road 
test’ it by showing it to someone who 
knows nothing about the subject. If 
they can understand it then you are 
probably on the right track. Then make 
sure every client receives a copy. Oh, 
and please don’t tell me that "due to 
budgetary constraints the use of 
printer cartridges is restricted". 

A final thought for you: what is the 
cost of providing clients with such 
information against the cost of them 
relapsing and returning to treatment 
because they did not understand what 
it was all about? 


Survival Guide 

to NHS 

Newspeak 

4. Acronyms & Abbreviations 


Don’t you think it’s ironic that the word abbreviation is 12 letters long? 

Here we go again - I sense you’re about to criticise the NHS again. We have 
to respect that as the NHS modernises, doctors, nurses and managers just 
don’t have time to waste on spelling things out. The use of a specialist 
language helps cut through the bureaucracy and allows health professionals 
to communicate amongst themselves in the knowledge that patients and 
carers won’t have to worry because they don’t understand tha’ lingo! This 
speeds up treatment because time is saved not having to explain everything. 

OK then, if you can’t see a problem with all this short-hand, what is 
WONCA? 

I have to grant it to you, WONCA is a little bit risky and very contemporary. 
Well spotted! Nice to see that Johnny Depp’s latest film didn’t pass you by. 
But you shouldn’t have to result to cheap jibes and rather sarcastic side¬ 
swipes to make a point. If you look on the Patient Association website (see 
address below left) you’ll see WONCA is listed amongst 784 other 
abbreviations and stands for World Organisation of National Colleges 
Academies and academic Associations of general practitioners / family 
physicians. 

Not half as risky as it would have been for the government if the 
Alcohol Harm Reduction Strategy for England didn’t focus on Harm. 
Seriously, the 784 abbreviations, although useful, aren’t even close to 
the real total needed to make sense of the NHS. For example what 
about the DIPs - 68 planned? Guacamole...cheese & chive...salsa...blue 
cheese - don’t know why they persist with that one, can’t stand it... 

Are you just being facetious now? - everyone knows DIPs replaced CJIPs! 
Why? 

Because! My point is that it is very hard for anyone to navigate the health 
service - you need to know your ASBO from your elbow, NICE from DICE, 
COSHH from a Cosh and a POM from a pom-pom otherwise there would be 
melt-down. 

What, modernisation just wouldn’t succeed? What does ‘elbow’ stand 
for anyway? It’s got so bad that lists, policies and protocols have had to 
be developed so clinicians curtail their use. 

The use of abbreviations emphasises special knowledge and creates an 
atmosphere of reassurance, quality and standards with the general public. 

Come on! There was a time when working on your Quads referred to a 
meaningful pursuit requiring dedication and commitment; the results 
of which others marvelled at and congratulated you on! Now it 
means.. .Oops! 

Point taken! But think of the advantage of NHS acronyms for the new texting 
culture. Important health information will now be available to a whole new 
generation of young people who typically don’t access health services as 
much as they could do. And thts jst gr8! 
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ST HILDA'S 


St Hilda’s 

Substance Misuse Service 



“Putting St Hilda’s Integrated Trust at the heart of the NHS” 



Episode 5: BLUE SKY THINKING 

by Reg (Ron’s brother) Measley, freelance writer 


“Blue sky thinkin’ is wha’ we 
need - the ability to think owt- 
side the box to get the services 
we need!” Meek was startled out 
of his narcoleptic state to 
recognise that the 
Commissioning Manager 
leading the discussions was 
Rick. The sheepskin coat 
hanging from the arm of the 
overhead projector, at the rear 
of the council chamber 
confirmed Rick’s meteoric rise - 
eighteen months ago Rick was 
attending Meek’s clinic, fencing 
stolen car audio systems and 
now...now, he is responsible for 
Hackwork’s treatment strategy. 



“It might be useful to take a 
more objective view of what we 
need - considering a local needs 
assessment would be 
advantageous,” suggested Meek, 
hoping that his reference to 
HAS Commissioning Standards 
would be understood. 

“Thanks for that very 
interesting observation Doc. As 
you all know, my experience 
goes back yonks - I’m sure that 
others round the table know 
just wha’ Hackworth needs - we 
can’t wait for some academic to 


tell us wha’ we already know.” 

“Nurse prescribing - that’s 
the way forward, we been doing 
this in our surgery for years!” 
Alison Ramsbottom was a clinic 
nurse who’d worked for years 
with a ‘well-known GP’ on the 
patch. 

“How does that work then?” 
Meek tentatively asked, fearing 
the answer. 

“Well, I see the patients, 
write the prescriptions - then I 
give them all to the doctor for 
signing...” 

“You do what?!” interrupted 
Meek. 

“Exactly the kinda ‘outside 
the box’ thinking we need - Ta 
Alison!” 

“Outside the law,” Meek 
thought to himself. 

Rick quickly moved the 
discussion on, “We need to 
learn from our neighbours in 
Huxfull.” 

Meek recalled that Huxfull’s 
services had recently been re¬ 
tendered following a similar 
programme of ‘blue sky 
thinking’, the result of which 
made Meek feel that the service 
planners had altitude sickness. 

“What we need is more 
punters for our pounds and 


doses for our dongs [Ed - 
That’s currency?] . Huxfull 
updated its practice and now 
see greater numbers - I’m sure 
you’d agree this is wha’ we all 
want?” 

Meek recalled Rick’s 
penchant for cliches but cringed 
at the obvious reference to his 
recent holiday in the Golden 
Triangle. 

“Do we know if the care is 
better?” asked Meek. 

“Look, Doc, we all need to 
move with the times, even you 
trick cyclists need to adapt to 
new ways of working. Thanks 
for everybody’s contributions 
this morning. This concludes 
the consultation on the needs 
for Hackworth. I can now 
inform you that your comments 
confirm the conclusions of our 
external consultants. We will be 
tendering all services looking 
towards adopting The Huxfull 
Model, the next meeting will be 
on...” 



Meek was beside himself, “What 
consultation? What external 
consultants? No one had been 
to see me!” he fretted to 
himself, waiting to get 
connected. Meek had spent the 
last two months mopping-up a 
catalogue of problems that had 
spilled over from Huxfull since 
their re-tendering of services. 


Now Hackworth was planning 
something similar. 

“Yes I’m still holding,” said 
Meek tersely. 

“Who did you say you are?” 

“Dr. Meek, Consultant 
Psychiatrist in Hackworth...” 

“Oh sorry, don’t think 
Regional Office has had the 
pleasure before... Just putting 
you through to Mark.” 

Meek had not met the NTA 
Regional Manager before but 
felt it was his duty to alert him 
to the problems he’d been 
experiencing with the over-spill 
from Huxfull - a ‘model’ of 
service he did not feel was 
appropriate for Huxfull, let 
alone Hackworth. 



“Hi this is Mark Leggitt, how can 
I help you?” 

“Nice to speak to you at last 

- I thought I’d catch up with 
you about a couple of issues; 
Huxfull and the re-tendering of 
Hackworth...” Meek’s tentative 
opening statement was cut short 
by a very enthusiastic Mark. 

“Sorry we haven’t had time 
to meet. Yes it’s great, things 
have really picked up in Huxfull 

- progress, progress, progress - 
numbers up, doses up, 
hopefully with a bit of tweaking 
the same can happen for 
Hackworth. I’m sure you’re up 
for a change, after all we all 
want more people in treatment, 
don’t we?” 

“That’s true, but we’re 
seeing a number of clinical 
problems coming over from 
Huxfull.” Meek felt comfortable 
with his rather assertive 
approach and went on to 
describe a catalogue of 
problems. There was the arrival 
of an eight months’ pregnant 
lady to Hackworth substance 
misuse service from Huxfull. 

The patient had her two 
children in tow and was 
demanding a prescription from 
Dr Meek for her lOOmgs of 
methadone. Contact with the 
Huxfull community drug team 
revealed that the patient had 
been sent the appointment in 
error as the service was closed 
for training; hence she and her 
children had trekked the 10 
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miles to Hackworth needing a 
script. Meek saw the irony in 
the drug team taking training on 
the only day they had planned 
to see the patient in the last 
eight weeks since being 
responsible for her care. 

“From what you say, it does 
seem there has been some 
bedding-in problems in Huxfull, 
but Dr Meek you do seem to be 
the only one identifying 
problems. Perhaps you need to 
speak to Huxfull drugs team.” 

“I have, numerous times 
over the last couple of months, 
and we’ve discussed them with 
Huxfull DAT due to the clinical 
concerns - now we hear 
Hackworth is to follow a similar 
model - can’t you help?” 

“Your clinical concerns need 
to be considered by Huxfull’s 
commissioners and local 
governance groups...” 

Meek interrupted “Yes, but 
they don’t see these concerns as 
problems - I don’t want this to 
happen here or in Huxfull.” 

“Sounds like they’re on top 
of the situation then - as for 
your local situation in 
Hackworth, REGION mustn’t 
get involved in local decision¬ 
making. I understand the 
commissioners have taken 
expert advice already...” 

“Yes but I don’t know who 
these external consultants are!” 

Mark was happy to inform 
Meek “The senior medic and 
manager of the Huxfull drugs 
team.” 

“What!??” exclaimed Meek. 

“Perhaps you should have 
raised these concerns during 
your local consultation.” 

“Huh?” 


Next Episode: Tenderisation of 
Hackworth 


Disclaimer: St Hilda's 
Substance Misuse Service and 
all who serve in it are purely 
fictional. Any resemblance to 
real events or characters, 
living or dead, is entirely 
coincidental. 
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First correct entry out of the professor’s hat wins £20 book 
token and unlimited amounts of admiration from colleagues. 
Closing date 31 October 2005. 

Across: 

1. Elgin’s ally (6) 7. Cloud-cookoo-land (6) 8. German city (8) 
10. Olympian (7) 11. Volunteers (7) 12. Swallowed (5) 

14. Saltpetre (5) 15. Nymph (5) 19. Mammals -for docs soles (7) 
20. Please play wildly (7) 22. Credit, status (8) 23. Rupture (6) 
24. Hermitage (6) 

Down: 

1. Chunter (6) 2. Vulgar talk (8) 3 . Western most (5,3) 

4. (smallest) Piglet (4) 5. Hat (6) 6. Heed (6) 

9. Dili is its chief town (4,5) 12. Thawed (8) 13. Front (8) 

16. Patriarch or tribe (6) 17. Marshals correctly (6) 

18. Regard (6) 21. Box (4) 


BOOK TOKEN WON 



Congratulations go to Gin Lane Quote Competition winner 
Dr Henrietta Bowden-Jones, Consultant Psychiatrist in Addictions, 
Central North West London NHS Trust. Her humorous and 
entirely unbelievable quote has won her a £20 book token. 


STEPHEN PHILLIPS 
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SCAN REPRESENTATION ON NICE HEALTH TECHNOLOGY APPRAISALS 

SCAN has been invited to provide a specialist representative to serve on a NICE Health 
Technology Appraisal. Thank you to SCAN members who sent in their nominations. Dr 
Duncan Raistrick and Prof. Colin Drummond are representing SCAN on two NICE Health 
Technology Appraisals: Naltrexone to Prevent Relapse in Drug Misuse and Methadone and 
Buprenorphine for the Treatment of Opiate Drug Misuse . The consultation began with a 
meeting in August 2005 and runs through to September 2006. The launch is anticipated 
for March 2007. Duncan is a consultant psychiatrist in addiction in Leeds who has 
extensive experience in both drug and alcohol treatment. He has been Medical Adviser on 
Alcohol to the Chief Medical Officer and a member of various Government Advisory 
Committees. SCAN will be kept up-to-date on the progression of the Appraisal and will in 
turn keep members up-to-date. We are expecting other opportunities to become available 
for representation in the future. 


LETTER TO THE EDITOR 

Nurse prescribing 

Sir, 

I was asked by my ward manager, an H 
Grade Nurse, whether I would support and 
supervise him in the nurse prescribing 
course that was running at Surrey 
University. At the same time three of my 
general adult colleagues were also asked by 
an F grade ward nurse, a CPN in a CMHT, 
and a G grade working in the crisis team. 

All four of us agreed. 

We are currently midway through the 
process. 

The process is not without work for the 
consultant and, in my opinion, one needs 
to be clear how it would benefit the nurse 
and the service in which they work and 
whether one feels they are competent. For 
me, a charge nurse in an inpatient setting 
who I have known for six years, able to sign 
the detox regimes and sign scripts for 
paracetamol, laxatives etc., if the patient 
leave unexpectedly, would be an advantage. 

The nurses do two parts: extended 
independent prescribing, which includes 
increasing parts of the BNF, and 
supplementary prescribing, which comes 
under consultant supervision using clinical 
management plans. For the ward manager 
and me, the latter is the most useful. I’m 
not sure that he would feel happy 
prescribing independently for otitis media 
or vaginismus! However, one can see how 
in the GP setting diabetic and asthma clinics 
would work. 

The course is day release and runs for 
24 weeks. It presents six themes, including: 

• Legal, ethical and political issues 

• Clinical governance 

• Principles and practice of prescribing 

• Clinical pharmacology and pharmacy 

• Supplementary prescribing 
Nurses taking the course learn in the 
practice setting that they will prescribe in, 
and the consultant must supervise this. I 
have done this by taking him out of the 

Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


inpatient setting so that he may participate 
in associate specialist clinics. There, he 
does full assessments of new patients, and 
has the opportunity to discuss treatment 
plans in the ward rounds. 

During the six month course, the 
supervisor must complete three practice 
assessment documents which are eight 
pages long. I treat this similar to SHOs in 
psychiatry by asking him to present long 
cases including differential diagnosis and 
treatment plans. 

In discussion with my three colleagues, 
one will not do this again as they found it 
too time consuming and wondered how 
useful it will be for an F grade ward nurse; 
one other wondered how confident they 
could be that the nurse is competent which 
is the main issue one is asked in the 
assessments. However, we all felt that 
supplementary prescribing in certain 
settings was most useful for our services 
and definitely for drug and alcohol teams, 
now that controlled drugs are included. 

The next complication is that the trust 
needs a policy on allowing the nurses to 
prescribe, but I’m hopeful this will be 
sorted. 

The process is far from finished, but this 
is my experience to date. 

Marian de Ruiter, Consultant Psychiatrist 
in Addictions, Windmill Drug & Alcohol 
Team, Chertsey, Surrey 

The editorial team welcomes letters and 
other contributions. Address below. 
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NATIONAL 

SCAN National Conference 05 

29-30 September 2005 Bosworth Flail, Warwickshire. 
Conference programme and registration forms will be 
available shortly. Contact: Amy Wolstenholme 
amy. wolstenholme@nta-nhs. org. uk 
020 7261 8728 

SSA Annual Symposium 2005 

17-18 November 2005 York Moat House, York 
Theme: "If we did have evidence-based policy and 
practice, what would they look like?" Contact: Paula 
Singleton p.singleton@nhs.net 0113 295 1315 


REGIONAL 

London Drug Dependence Consultants’ Group 
Meeting 

7 September 2005 The LDDCG meets quarterly and its 
constituency is London addiction consultants. It is 
chaired on a rotational basis and is convened by 
Professor Hamid Ghodse. Contact: Professor Hamid 
Ghodse hghodse@sgul.ac.uk 

Hampshire Addiction Psychiatrists 

15 September 2005 This group is made up of career 
psychiatrists working in the addiction field in the 
Hampshire area. Consultants, associate specialists and 
staff grade doctors attend. It was initially set up to act as 
a PDP group but it is a useful forum for mutual support 
and information sharing. It meets four times a year. 
Contact: Dr John Crichton john.crichton@wht.nhs.uk 

Eastern Region Addiction Forum 

16 September 2005 The East Anglia consultants' group 
includes Specialist Registrars with a career interest in 
the addiction field. The group meets every 2-3 months 
in Cambridge combines a teaching event (usually with 
an outside speaker) with informal networking. Contact: 
Dr Elizabeth Parameshwar carol.kunes@hpt.nhs.uk 

West Midlands Addiction Specialists 

27 September 2005 This meeting includes any doctor 
working in a specialist capacity in the addiction field in 
the West Midlands. Contact: Rachel West 
r.l.west@bham.ac.uk 0121 6782356 

South West Substance Misuse Specialists’ Group 

21 October 2005 The group meets quarterly, usually at 
a venue central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. Contact: Dr Jon 
Barnes jon.barnes@sompar.nhs.uk 



Royal College 
of Psychiatrists 


National Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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